The tradition of female genital mutilation/cutting (FGM/C), known to be practiced for example in Africa, Asia and the Middle East, has spread in Europe due to immigration. It has been estimated that half a million girls and women in Europe have been subjected to FGM/C. The procedure has several negative health 
Introduction
Female genital mutilation/cutting (FGM/C) includes all procedures that are performed for non-medical reasons involving partial or total removal of the external female genitalia, or other injury to the female genital organs (WHO 2014 , UNICEF 2013 . More than 125 million girls and women live with a genital mutilation/cutting in the world today and three million girls are at risk of being subjected to the practice every year (WHO 2014) . Most of the girls who have been subjected to the practice are living in Africa and in some parts of Asia and Middle East but the tradition has risen to the global awareness because of the people who are cherishing the tradition have arrived as refugees or migrants to Europe or North America.
FGM/C has been internationally recognized as a violation of human rights. The age-old tradition also reflects inequality between the sexes and discrimination against women. FGM/C violates children's rights and individuals' right to health, security and physical sanctity. (WHO 2014; UNICEF 2013.) Approximately half a million girls and women in Europe have been subjected to FGM/C (European Institute for Gender Equality (EIGE) 2013). The research on FGM/C, its' health consequences and care requirements are scarce and concentrated on African countries . Only 8 out of 28 EU member states have studies of FGM/C prevalence, 10 EU member states have specific criminal law provision on FGM/C and 7 EU member states have information about FGM/C contained in hospital/medical records (EIGE 2014) . Among the professionals who are facing immigrants in Europe the lack of knowledge of FGM/C's negative effects on health has come to the fore in many researches ).
In Finland the Ministry of Social Affairs and Health has published a specific action plan on the prevention of FGM/C for the years -2016 (STM 2012 . In the action plan it has been stated that there is very little research on FGM/C in Finland. Also in the report of the European Institute for Gender Equality (EIGE 2013) it is stated that in Finland there is lack of study of the number of women with FGM/C. Finnish research has focused mainly on Somali population; the few studies have been qualitative and have not attempted to identify the FGM/C prevalence in the country (EIGE 2013; Mölsä 2004; Tiilikainen 2003) . For targeting preventive measures in the right way, it is important to produce and monitor the latest national and international research. In addition, the research data is needed for the basis of training and other materials.
Universities are encouraged to guide students to make theses and studies on FGM/C and related themes.
(STM 2012.)
In Finland, the National Institute for Health and Welfare (THL) has collected data on health, well-being, use of services and living conditions of working-age immigrants with Russian, Somali and Kurdish origin (Castaneda, Rask, Koponen, Mölsä & Koskinen 2012) . As part of this Migrant Health and Wellbeing Study (Maamu) the situation of FGM/C among the participants was asked. Data for this thesis is obtained from Maamu-study.
The purpose of this study is to explore the prevalence of FGM/C, socio-demographic characteristics associated with it, experienced health effects and outpatient visits to medical doctor among women with Somali and Kurdish origin in Finland. The study design is a descriptive cross-sectional study. In the literature review, the prevalence and causes of FGM/C as well as negative health effects and prevention of FGM/C are examined.
2.
Female genital mutilation/cutting
Definition of FGM/C
Female genital mutilation/cutting has been defined by the World Health Organization (WHO) as "all procedures involving partial or total removal of the external female genitalia or other injury to the female genital organs for non-medical reasons" (WHO 2008) . There are different terms used for the procedure.
The word "mutilation" has been used to emphasize the human rights violation of the act, to support the political activity against FGM/C and to distinguish it from the male circumcision. At the end of the 1990's, the more culturally sensitive word "cutting" became common, expressing the cultural background of the procedure and that way supporting the preventive work. The combination "female genital mutilation/cutting" has been taken into use underscoring the non-judgemental approach with practising communities but not forgetting the criminal aspect of the tradition in many countries. Complete typology with sub-divisions:
Type I -Partial or total removal of the clitoris and/or the prepuce (clitoridectomy).
Type Ia, removal of the clitoral hood or prepuce only.
Type Ib, removal of the clitoris with the prepuce.
Type II -Partial or total removal of the clitoris and the labia minora, with or without excision of the labia majora (excision).
Type IIa, removal of the labia minora only.
Type IIb, partial or total removal of the clitoris and the labia minora.
Type IIc, partial or total removal of the clitoris, the labia minora and the labia majora.
Type III -Narrowing of the vaginal orifice with creation of a covering seal by cutting and appositioning the labia minora and/or the labia majora, with or without excision of the clitoris (infibulation).
Type IIIa, removal and apposition of the labia minora.
Type IIIb, removal and apposition of the labia majora.
Type IV -All other harmful procedures to the female genitalia for non-medical purposes, for example: 
Prevalence of FGM/C
There are more than 125 million girls and women living with FGM/C in the world today and 3 million girls The causes behind FGM/C vary in different regions according to the prevailing culture. According to Yasin, Al-Tawil, Shabila and Al-Hadithi (2013) an important factor for the continuation of FGM/C is the inheritance of tradition and customs from mothers to their daughters. In the families where FGM/C is practised, it is often seen as a necessary part of raising a girl ). In particular cultures, FGM/C is an important rite of passage from childhood to adulthood and it can be seen as a symbol of sexual maturity.
FGM/C can be seen as a symbol of female identity. It is thought that FGM/C changes a girl to a woman when the masculine parts of the body are removed. FGM/C guarantees social acceptance to a girl in her own society when she gains genitals that are comprehended normal in her community. (Ahanonu & Victor 2014; STM 2012 .) FGM/C can be thought as an esthetical issue, when the circumcised girl is seen as beautiful in her community (Hussein 2008) .
The tradition has a connection to getting ready for adulthood and marriage. Beliefs of decency, respectability and virginity before marriage are associated with the FGM/C tradition (Talle 2008; Hussein 2008; . In some societies, the validity of marriage verified by FGM/C is the requirement of getting married. FGM/C is presumed to diminish over sexuality and hyperactivity in the sexual practice of women and to increase the husband's sexual pleasure but also to protect the girl form raping Talle 2008; Yirga, Kassa, Gebremichael & Aro 2012) . In some communities it is common to believe that FGM/C improves fertility and child survival. FGM/C is also seen as a purifying act where ritually unclean genital organs are removed and therefore hygiene is improved and infections are prevented. Isman et al. 2013; Ahanonu & Victor 2014.) Among immigrants, the cultural continuity is important and FGM/C can be used to maintain the cultural identity. With the help of signs associated with body, the cultural and ethnic character of the community can be defined and that way make the linkage to one's own cultural background stronger. STM 2012; THL 2014.) Even though no religion requires FGM/C, the tradition is often perceived to be part of religious norms.
FGM/C is mentioned in Islamic spoken tradition though the teachings in Koran do not include it. Religious leaders have recently emphasized that FGM/C is against Islam, which has supported the diminishing of the most radical types of FGM/C. STM 2012.) FGM/C has financial consequences. The tradition is often implemented by traditional circumcisers or local healers, who also have other important roles in communities as taking care of deliveries. Stopping the tradition would take their income, which is usually relatively high in the community. Therefore the circumcisers often act as obstacles on a preventive work of FGM/C. (THL 2014.) In some countries, midwives perform FGM/C to supplement their low salaries (Berggren, Salam, Bergström, Johansson & Edberg 2004) . Also the families might have a financial motivation to circumcise their daughters because the prize of a girl with FGM/C is higher than a girl's without FGM/C when families are agreeing on marriage.
(THL 2014.)
Health consequences of FGM/C
FGM/C is not found to have any health benefits. On the contrary, removing and damaging of healthy tissue interferes with the normal physiological functioning of a girl's and woman's body. The degree of cutting and the circumstances, under which the procedure is performed, affect the incidence of negative health impacts. WHO 2011.) According to Damage in the nearby tissue and organs, such as damage to the urethra, are possible. In addition, bone fractures and limb dislocations due to holding appear. As immediate psychological problems occur fear, shock, stress and nightmares. EIGE 2013; THL 2014; WHO 2014) . 
Legal framework of FGM/C

Prevention and care of FGM/C
According to WHO (2014) there has been intensive work to counteract FGM/C since 1997. The prevalence of FGM/C has been declining for the last decades in almost all countries practising the tradition but there are enormous variations between countries and communities. In some communities, the practice has been more than halved lately but in some countries there seems to be no change at all. 
Socio-demographic factors and FGM/C
Previous studies have showed that certain socio-demographic factors are associated with FGM/C. In Yasin's (2013) and colleagues' study found out that the most significant factors associated with FGM/C were the education of girl's father and the employment status of girl's mother. Saleem (2013) 
Ethnic minorities and FGM/C in Finland
In 
Somalis and Kurds in Finland
Somalis were the first large group of refugees arriving in Finland as spontaneous asylum seekers. In the late 1980's, the first Somali asylum seekers arrived in Finland and in the 1990's the numbers increased. 
Socio-demographic factors and health among Somali and Kurdish immigrants
The 
FGM/C among Somalis and Kurds
In colleagues has studied (N= 1987) Kurdish women in Iraq and they found out that 70.3% of them were circumcised and 99.6% of the FGM/C's were the type I mutilations. There is evidence that the most common age of FGM/C among Kurds is between four and seven years (Yasin et al. 2013 ). In Saleem's (2013) and his study group's survey in Iraqi Kurdistan area (N=1508) the FGM/C prevalence was 23% and 54% of FGM/C cases it was performed by traditional birth attendants or midwives.
Conclusions
According to the findings of this literature review, studies on FGM/C, experienced health consequences of Studies on FGM/C, its' health consequences and care requirements are scarce and are concentrated on African countries. 6 FGM/C has been internationally recognized as a violation of human rights. 7, 2 The ancient tradition also reflects inequality between the sexes and discrimination against women. The tradition violates children's rights and individuals' right to health, security and physical sanctity.
FGM/C has several negative health impacts. 7,2,6 ,8 The degree of cutting and the circumstances under which the procedure is performed affect the incidence of negative health impacts. FGM/C can cause short-term impacts such as severe pain, bleeding and infections and long-term impacts such as painful menstruation and intercourse, cysts and psychosocial problems. Childbirth complications such as prolonged labour, obstruction, perineal tears and postpartum haemorrhage are common among women who have been subjected to FGM/C.
The number of migrants to Finland has been growing during the past decade. In 2012, over 220 000 citizens of foreign origin were living in Finland with Russians, Estonians, Somalis, and Iraqis forming the biggest groups. 9 FGM/C prevalence is known to be high among Somalis. 10 However there is little information on the tradition of FGM/C among Kurdish women. In Finland the Ministry of Social Affairs and Health has published a specific action plan on the prevention of FGM/C for the years 2012-2016. 11 Yet there is little information on the prevalence of FGM/C among migrants In Finland, 3 while the experienced health effects have not been studied. The purpose of this study is to explore the prevalence of FGM/C and its perceived health effects. We also study whether FGM/C is associated with socio-demographic characteristics, selfperceived health, and outpatient visits to a medical doctor among women of Somali and Kurdish origin in Finland.
Methods
In Finland, the National Institute for Health and Welfare (THL) collected data on health, well-being, use of services, and living conditions of working-aged immigrants of Russian, Somali and Kurdish origin in 2010-2012. The Migrant Health and Wellbeing Study (Maamu) has been described in more detail elsewhere.
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The FGM/C status was asked in personal interviews with women of Somali and Kurdish origin. The Maamustudy is so far the most representative and largest data set in Finland that allows an estimate of the prevalence of FGM/C and the socio-demographic factors associated with it among migrants.
Data were collected in six municipalities with the highest proportions of migrants, three in the metropolitan area (Helsinki, Espoo, Vantaa) and three in other parts of the country (Turku, Tampere, Vaasa). These municipalities covered 93% of Somali and 67% of Kurdish origin migrants who met the inclusion criteria in This study uses data from the interviews of 165 women of Somali origin and 224 women of Kurdish origin.
The participation rate varied; 54% for Kurdish and 37% for Somali.
Interview questions concerning the following themes were selected for this study:
A. Socio-demographic background: 1. Age. Data analyses were conducted using Stata version 13.1 (STATA Corporation, College Station, TX). Different sampling probabilities and nonresponse were controlled using inverse probability weights based on age group, sex, ethnic group, study location and civil status (data from the Population Register obtained for the total sample in the Maamu study). Descriptive statistics and frequency distributions were used to describe the data, while cross-tabulations were used to explore the associations between the socio-demographic factors, self-perceived health, health care utilization, and FGM/C. The models were adjusted for age. The statistical significance of the differences was tested using Pearson´s chi-square (x2), Fisher's test or the Adjusted Wald test; the limit for statistical significance was set at 5% (p<0.05).
Binary logistic regression analyses were used to describe the associations as crude odds ratios (OR) with 95% confidence interval (CI). The dependent variable in the logistic regression model was FGM/C (Yes=1, No=0). The statistically significant explanatory variables from the univariate analysis were entered into multivariate logistic regression analysis to control for possible confounding effects.
Results
The total number of women who answered the question about FGM/C was 389; 165 of Somali origin and 224 of Kurdish origin (Table 1 ). The mean age among women of Somali origin was 34.3 years (SD 11.9), ranging from 18 to 63 and among women of Kurdish origin 35.8 (SD10.0), ranging from 18 to 62. In the Somali origin group all but one person were Muslims and in the Kurdish origin group three quarters of respondents were Muslims. Two-thirds of women in both groups were married or in a civil union or in a registered partnership. One-third of Somali and one-fifth of Kurdish origin women had no school education.
In the Somali origin group, four-fifths defined their self-perceived health as good, whereas in the Kurdish origin group, two-thirds of respondents reported the same (Table 1) . Three-fifths of the Somali origin women, and three-quarters of the Kurdish origin women had made an outpatient visit to see a medical doctor at least once during the last 12 months. Nearly all of the Somali origin women and two-thirds of Kurdish origin women were satisfied with their health. When age was adjusted, the prevalence of FGM/C was 69% among women of Somali origin and 32% among women of Kurdish origin ( Table 2) . Nearly a fifth of the women with FGM/C reported problems during pregnancy or delivery because of FGM/C. Only a few
reported other health problems due to FGM/C. Table 1 and 2 Marriage or civil union was significantly more common among Somali origin women with FGM/C than those without FGM/C ( Table 3) . Women of Somali origin with FGM/C significantly more often had no school education compared to those without FGM/C. Kurdish origin women with FGM/C were more often Muslims than women without FGM/C. Having no school education was significantly more common among Kurdish origin women with FGM/C than those without FGM/C.
Good self-perceived health was reported more often by Somali origin women without FGM/C than Somali women with FGM/C ( Table 3) . Outpatient visits to a medical doctor were significantly more common among women of Somali origin without FGM/C than Somali women with FGM/C. Over 90% of Somali origin women were satisfied with their health -FGM/C status made no difference. The differences in good perceived health and utilization of health services were coaxial among women of Kurdish origin though the differences were not statistically significant. Women of Kurdish origin with FGM/C were more often very satisfied or satisfied with their health than Kurdish women without FGM/C. Table 3 Older age, being married or in a civil union and having no school education were significantly associated with FGM/C within the Somali origin group ( Table 4) . The strongest of all predictors of FGM/C among women of Kurdish origin was education; after adjustment for other variables the odds for FGM/C were 10-fold among women with no education compared with women with secondary or higher education. Women with primary education had 3.5-fold odds for FGM/C when compared with higher educated women.
Somali origin women with FGM/C had less often made outpatient visits to a medical doctor compared to women without FGM/C when adjusted for age, marital status and education (Table 4 ). The adjusted results
showed that women of Somali origin with FGM/C perceived their health to be good much more seldom than women without FGM/C. The FGM/C-status of women of Kurdish origin was not statistically significantly associated with health care utilization. When adjusted for age, marital status, education and religion the odds for being satisfied with health was 1.8-fold for women of Kurdish origin with FGM/C when compared to Kurdish women without FGM/C. Table 4 Discussion This study showed that the prevalence of FGM/C among ethnic minority women living in Finland is higher than has previously been estimated, particularly among women of Kurdish origin. Older age and having no education were strongly associated with FGM/C in both Somali and Kurdish origin groups. Also, among women of Somali origin, being married was strongly associated with FGM/C. Although FGM/C is not a religious tradition among women of Kurdish origin, being Muslim was also associated with FGM/C. The association of religion could not be studied among women of Somali origin, since nearly all of the participants were Muslims. Reporting good self-perceived health was more common among women without FGM/C. Outpatient visits to a medical doctor were more common among women without FGM/C.
The results show that one fifth of the women with FGM/C had had problems during pregnancy or labour due to FGM/C.
The strength of this study is that it is based on a random population sample. A population-based survey is a good tool for estimating the prevalence of FGM/C and it also enables the study of other outcomes as well and their associations with FGM/C. It is known that it is challenging to study migrants as a target population because migrants do not tend to take part in demographic surveys, with language and cultural reasons forestalling their participation. 13 So the moderate response rate (37% of Somali origin women and 54% of In this study having no school education was strongly associated with FGM/C, which is in line with previous studies. 14, 15 Refaat et al. 14 showed that urban and educated women's daughters are less likely to undergo the FGM/C. Saleem et al. 15 found that children of uneducated mothers were eight times more likely to have had FGM/C compared with children of mothers with over nine years of education. Also the education of the girl's father and the employment status of the girl's mother have been shown to be significant factors associated with FGM/C. 16 FGM/C is usually performed in childhood so the prevailing sociodemographic situation does not directly tell about the risk of being circumcised. Still, the results indicate that women with low education status need more information on FGM/C, as their daughters may be at higher risk of FGM/C. Mostly it is mothers who arrange the mutilation of their daughters. Most noneducated older women with FGM/C in our study are likely to have migrated to Finland after school age and they may be more fastened to their own culture.
Results concerning marital status were in line with Saleem's et al. 15 study in showing that FGM/C is more common among married than unmarried women. FGM/C was more common in older age groups, which shows the decline in the practice among younger generations. Preventive work both in Finland and in the countries of origin are also likely to have had some effect.
Utilization of outpatient medical care was more common among women without FGM/C in this study.
Parallel results were seen in the study of Norman et al. 17 as the women with FGM/C reported many barriers to health service utilization. In the study in the United Kingdom, women with FGM/C lacked knowledge about FGM/C, while the poor communication skills of the health providers led to poor management of childbirth and women feeling different or abnormal. These reasons can lead to underutilization of health care services. A confounding factor may be the length of the stay in the new home country. Migrants tend to utilize health care services less than the general population and the custom of using western health care services can be learned gradually. 18 In this study, the association of poor self-perceived health and FGM/C was not as strong as for example in Andros' et al.'s 6 study. FGM/C has negative impacts on health and it can cause problems during pregnancy and delivery. These impacts need to be addressed in health services for immigrant women. Moreover, the association between FGM/C and the use of health care services was not definitive. To confirm the results, further studies are needed with larger data sets. The use of birth register data, for instance, would also make it possible to adjust for different background factors.
The present study shows that education, marital status and older age are the main socio-demographic factors associated with FGM/C in Finland. FGM/C is more common among migrant women living in Finland than was previously estimated, especially among women of Kurdish origin, with likely increased negative health impacts. Actions against FGM/C are needed, not only in the areas where it is practiced but also in Europe, -as it violates human rights and has negative health impacts. The results indicate that women with low education status need more information on FGM/C, as their daughters may be at higher risk of being cut. Professionals in health care, education and migration should be trained to address the tradition, to focus on prevention, but also to give their support to women living with FGM/C or who are at risk of being subjected to the practice. Campaigns against FGM/C need to be targeted towards immigrant communities in Europe, as these also may have an impact in their country of origin.
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Key-points
-FGM/C is more common among migrant women living in Finland than previously estimated, especially among women of Kurdish origin.
-FGM/C needs attention also in Europe -as it violates human rights and has negative health impacts.
-Professionals in health care, education and migration should be trained to address the tradition, to focus on prevention, and to give their support to women living with FGM/C or who are at risk of being subjected to the practice. 
